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luberculous lymphadenitis without pulmonary manifes-
tation is an uncommon entity in developed countries,
and the possibility of tuberculous infection is usually
ignored in the differential diagnosis of lymphadenopa-
hy. Therefore appropriate treatment might be delayed. In many
ases tuberculosis presents as fever of unknown origin but rarely
ith symptoms characteristic of superior vena cava obstruction,
uch as facial swelling, dyspnea, and cyanosis (SVCS).
Before the era of antibiotics, the vast majority of cases of
VCS1,2 were due to infectious diseases, such as syphilis
uberculosis, but nowadays, cancer is the main cause of this
yndrome.3 In recent years, the outbreak of AIDS has led 
ncreased incidence of tuberculosis and its complications.
linical Summary
72-year-old male smoker (50 pack-years) was admitted to the
ospital with a 4-week history of fever, malaise, and anemia. He
resented with clinical signs of superior vena cava syndrome,
hereas chest radiography revealed a mediastinal enlargement
articularly caused by the right paratracheal space, where patho-
ogic lymph nodes were suspected (Figure 1). Routine labora
ests indicated anemia with normal white blood cell and platelet
ounts and an increased erythrocyte sedimentation rate. Tests for
eishmania species, Rickettsia species, Coxciella burnettii, Toxo-
lasma species, Bartonella species, and Widal-Wright were neg-
tive. Mantoux test results were positive, but the results of urine
nalysis were negative for acid-fast bacilli. Computed tomographic
CT) scanning of the chest depicted protracheal and paratracheal
bnormal tissue with signs of compression over superior vena cava
n the anterosuperior and middle mediastinal compartment (Fig
). Those CT scan findings were characteristic for lymphom
mall cell lung carcinoma. The patient underwent videomediasti-
oscopy to establish a diagnosis in view of previous diagnostic
roblems. At the operation, enlarged paratracheal lymph node
issection was undertaken, and the histologic examination set the
iagnosis of tuberculous adenopathy.
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The Journal of ThoraciAntituberculosis treatment was administered to the patient.
ost of the symptoms subsided after 1 month of treatment. Four
onths later, pathologic findings were improved on plain chest
adiography, and a repeat CT scan of the chest showed that the
ediastinal lymphadenopathy was completely resolved.
iscussion
VCS has been considered a thoracic emergency attributed pri-
arily to thoracic malignancies. Avoidance of mediastinoscopy
nd use of chemoradiation to alleviate the bothersome and deteri-
rating symptoms of the patient have been recommended in the
ast. Actually, mediastinoscopy is no longer an absolute contra-
ndication in SVCS but rather a useful tool to obtain a reliable
iagnosis.
Isolated hilar or paratracheal lymphadenopathy is a common
igure 1. Chest radiograph of the patient with mediastinal en-
argement caused by tuberculous lymphadenitis.ign of tuberculous infection in children and in immunocompro-
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eised adults with HIV infection and, if parenchymal lesions are
bsent, always presents a diagnostic problem. There is a low
iagnostic yield from sputum examination and culture techniques,
nd therefore the patient is required to undergo procedures such as
ronchoscopy or mediastinoscopy to establish the diagnosis.
Bronchoscopy usually is not very helpful and has a low diag-
ostic yield in isolated tuberculous mediastinal lymphadenopathy
n the absence of lung lesions in contrast to the mediastinoscopy,
hich is effective in providing a tissue diagnosis with minimal
orbidity and mortality.
Furthermore, a positive reaction to a tuberculin skin test or
denopathy with a low-density center and peripheral rim enhance-
igure 2. Thoracic computed tomographic scan demonstrating
ompression of the superior vena cava from the bulky lymph
odes occupying the space between the vena cava and the
rachea.ent on a contrast-enhanced CT scan does not definitely confirm
12 The Journal of Thoracic and Cardiovascular Surgery ● Junehe diagnosis, and it has to be differentiated from diseases such as
arcoidosis, lymphoma, and metastases.
Some authors argue that transbronchial needle aspiration might
olve this diagnostic problem,4 but in our case transbronchi
eedle aspiration was not helpful.
Mediastinoscopy is the procedure of choice for the diagnosis of
ediastinal masses or lymph nodes, provided that they are acces-
ible.5 It provides easy access to the protracheal, paratracheal,
uperior subcarinal lymph nodes. Numerous studies confirmed that
ediastinoscopy is safe, and it has the advantage of direct visual-
zation and palpation of the mediastinum, which allows larger
iopsy specimens to be taken. In the presence of SVCS, the risk of
emorrhage exists with mediastinoscopy, but attention in the ma-
ipulations and cautious surgical hemostasis can prevent trouble-
ome bleeding. The sensitivity, specificity, and accuracy of the
ethod are between 94% and 100%, and it causes minimal mor-
ality and morbidity (0.5%).
In conclusion, tuberculosis can be the cause of lymph node
isease of the mediastinum without any intraparenchymal lesions
ot only in children or immunocompromised adults with HIV
nfection and not only in developing countries but also in the
o-called Western developed countries and in otherwise healthy
dults and should always be included in the differential diagnosis.
ediastinoscopy is a reliable and accurate method to obtain the
iagnosis and can be safely used in patients with SVCS.
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